An 85-year-old male who had an invasive urothelial carcinoma of the urinary bladder complicated by vesicocutaneous fistula, resulting in abscess formation. The patient was managed by percutaneous abscess drainage and ureteral embolization with permanent bilateral nephrostomy. Later, the abdominal drain was removed and the patient remained nephrostomy dependent for 5 months until he died.
Introduction
Lower urinary tract fistula/leak is a devastating sequela of multiple etiologies including iatrogenic injury during gynecologic surgeries, infectious/inflammatory diseases such as diverticulitis, primary/secondary tumors, trauma, and radiation. When leak occurs, urinary diversion can serve as a temporary solution to allow for spontaneous healing. If spontaneous healing fails, surgical repair can be considered. Inoperable patients such as those with advanced disease or prior radiation can benefit from percutaneous ureteral occlusion and permanent urinary diversion to improve their quality of life. Up to 100% success rate has been documented. [1] We report the case of an 85-year-old male who had a fungating urothelial carcinoma of the bladder fistulizing to the abdominal wall. This resulted in an abscess formation with persistent high output despite catheter drainage. We performed a permanent ureteral occlusion to control his abscess. We discuss the indication, technique, outcome, and briefly review the literature.
Case Report
An 85-year-old male known to have hypertension, coronary artery disease, and an invasive urothelial carcinoma of the bladder dome causing bilateral ureteral obstruction for which bilateral nephrostomies were placed. Computed tomography revealed a large fungating bladder mass infiltrating into the anterior abdominal wall and forming a large collection [ Figure 1 ]. A percutaneous drain was placed in the abdominal wall collection.
Four days postdrainage, persistent output of urine and fibrinous debris were noted from the drain reaching up to 100 ml/day. Given the patient's comorbidities that preclude him from surgery, the interventional radiologist (IR) suggested palliative urinary diversion with ureteral occlusion to control the abdominal abscess and eventually remove the drain. 
Discussion
Inoperable patients with lower urinary tract fistula/leak pose a challenge to their referring physicians. If urinary diversion fails, patients can be safely treated using transrenal antegrade ureteral occlusion. Coils and Gelfoam (Upjohn, Kalamazoo, MI, USA) combination represents the most widely used technique with success rate as high as 100%. [1, 2] Other techniques with high success rates in smaller series include the "sandwich" technique described by Saad et al. [3, 4] The "sandwich" technique is performed using an 8-12-mm Type I or Type II Amplatzer vascular plug, followed by 0.8-1.5 cc of glue (NBCA), and then by a second Amplatzer vascular plug with good results. [3, 4] We used the same technique; however, we deployed both plugs and then filled the space to prevent proximal embolization. Patency of the nephrostomy is vital to prevent recanalization. Hence, we upsized the nephrostomy to 10-Fr and the ureter remained occluded until death.
Conclusion
Ureteral embolization is a feasible solution for inoperable patients with persistent ureteral or bladder leak/fistula. 
